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METHODS A retrospective and prospective multi-center study was conducted on 134 patients with angiographically confirmed SCAD. Clinical and angiographic characteristics, treatment modalities, in-hospital and long-term outcomes and factors affecting the choice of treatment strategy in this rare clinical setting were evaluated.
RESULTS Mean age was 52 AE 11years and 81% were female. Multivessel SCAD was found in 13% of patients and 93% were admitted with an acute coronary syndrome. Patients with conservative management (78/134; 58%) had a lower risk profile (table 1) and a better in-hospital course compared to those undergoing revascularization (hierarchical MACE ¼ 3.8% and 17.8% respectively; p < 0.01) At multivariable analysis distal location of dissection (OR¼9.27; 95% CI 3.36-25.5) and presence of basal TIMI flow 2 or 3 (OR¼0.20; 95% CI 0.08-0.53) were found as independent predictors of conservative versus revascularization strategy.
At follow-up (mean: 31AE 30 months, range:1-166 months) mortality in overall population was 3.1% with a rate of recurrence of SCAD of 5.5% (7/127 patients) and cumulative event-free survival of 85% at six year. Patients treated conservatively or revascularized showed similar long-term outcome.
CONCLUSIONS According to this large observational study, a case-specific treatment of SCAD based on few clinical and angiographic features provided excellent short and long-term prognosis. RESULTS Overall, 26% (11/43) of PE had non-ST elevation myocardial infarction (NSTEMI) and 35% (15/43) had STEMI; conversely, 14.4% (13/90) of PR had NSTEMI and 71% (64/90) had STEMI (p<0.0001). PR more often showed positive remodeling with a larger necrotic core area by VH-IVUS(p<0.0001), however PE showed prominent negative remodeling(58.1%, p¼0.003). By OCT, PE were fibrotic in 60% (26/43), fibrocalcific in 16% (7/43), lipidic in 23.2% (10/43, all but five of which was a thick cap fibroatheroma). Overall, 65% of plaque erosions (28 of 43) were located in the proximal 30mm of a culprit vessel -similar to plaque ruptures (72%, 65 of 90, p¼0.29).
CONCLUSION Multimodality intravascular imaging with OCT and VH-IVUS showed fundamentally different pathoanatomic substrates underlying plaque rupture and erosion. RESULTS 43 BVS were deployed in 30 patients. Mean age was 56.5+2.2 years; 30% were female and 76.6% were less than 65 years old. Nearly 70% were hypertensive and dyslipidemic, while one-third were diabetics and smokers. 50% of the patients presented with STEMI, of which 86.7% received primary PCI. Mean total Syntax score was 14.0+1.5 and 72.1% of lesions were ACC Type "B" lesions, with visible thrombus present in one-third. Complete occlusion was seen in 18.6% of lesions at the outset. 62.8% were LAD lesions. All BVS were deployed in the first attempt. 75% (33/43) of BVS were post dilated. Final TIMI-3 flow was evident in 42 (97.7%) patients, with no case of worsening coronary flow. 30% of all BVS were deployed across bifurcations without any loss of coronary flow in the side branches. There has been no reported case of in-hospital or 30-day mortality, early stent thrombosis or repeat revascularization of the index artery.
CONCLUSIONS Our experience suggests that usage of BVS, in selected 'real-world' patients with ACS, may be a safe and practical option with favorable short-term outcomes. Long-term follow up data and further evaluation in larger randomized controlled trials is needed. RESULTS The mean follow-up was 8.7 AE 1.6 years (range 0-10 years). According with age, study population was divided into three groups: group 1 (n¼278; age 70-75 years), group 2 (n¼130; age 75-80 years), group 3 (n¼44; age>80 years). Patients of group 3 showed a significantly higher incidence of diabetes (40.9%) compared with other groups (21.6% and 33.8%, p¼0.003), while no other differences in clinical and angiographic features were observed. The overall mortality at longterm follow-up was 22.8%. The in hospital mortality was 1.9%. Subgroup analysis showed a significantly higher mortality in group 3 (43.2%) compared to the other groups (21.4% group 1 and 19.2% group 2; p¼0.003). Multivariate analysis identified age (c¼5.2; OR¼1.06; 95% Cl: 1.00-1.11; p¼0.02) and male sex (c¼5.9; OR¼2.02; 95% Cl: 1.15-3.57; p¼0.015) as independent predictors of mortality in long term outcome.
CONCLUSIONS In a consecutive series of elderly patients with NSTEACS, PCI is associated with a low in hospital mortality rate and an improved event free survival at 10 years follow up.
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Association between BACKGROUND Corrected QT (QTc) interval has been reported to prolong when the myocardium is exposed to ischemia. However, little is known about the association between prolonged QTc and coronary blood flow to the infarct-related artery in the setting of non-ST-elevation myocardial infarction (NSTEMI). We hypothesized that prolonged QTc predicts impaired coronary blood flow to the infarct-related artery in patients with NSTEMI.
METHODS
We performed a retrospective analysis of 481 consecutive patients with NSTEMI who underwent coronary angiography within five days after presentation. Patients with atrial fibrillation, complete bundle branch block, paced rhythm, electrolytes disturbance, history of coronary artery bypass grafting and those on antiarrhythmic medication were excluded. Electrocardiography and coronary angiography were reviewed by a blind fashion. The QT was measured manually from the onset of QRS complex to the end of T wave, and QTc was calculated using Bazett's formula. QTc prolongation was defined as QTc greater than 450ms in men and 470ms in women. Baseline characteristics, electrocardiographic and angiographic findings including Thrombolysis In Myocardial Infarction flow grade of the infarct-related artery were compared between patients with and without prolonged QTc.
RESULTS
Of the 340 patients included in the final analysis, 130 patients (38.2%) had a prolonged QTc interval. With respect to baseline characteristics, there was no significant difference between the two groups. There was no significant difference in the rate of TIMI grade 0/1 flow (25.4% vs. 18.6%, p¼0.14) and prevalence of obstructive coronary artery disease (76.9% vs. 75.2%, p¼0.72). Median QTc was 453 ms in patients with TIMI 0/1 flow and 449 ms in those with TIMI 2/3 flow (p¼0.79). There was no significant difference in the rate of angiographic thrombus (p¼0.22), collateral circulation to the infarct-related artery (p¼0.43) and in-hospital percutaneous or surgical revascularization (p¼0.29) between patients with and without QTc prolongation. The peak troponin I values were comparable between the two groups (0.76 ng/mL vs. 0.62 ng/mL, p¼0.8).
CONCLUSION Prolonged QTc interval was observed in one-third of the NSTEMI patients in our cohort of patients. Contrary to our expectation, prolonged QTc did not have a predictive value for impaired coronary flow to the infarct-related artery in patients with NSTEMI.
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Is The Presence Of Pulse Enough To Perform Primary PCI Through Forearm Vessels? Has Allen'S Test Got Any Role? 
